This research involved comparing the effectiveness of two different approaches of conjoint consultation using a manual versus a videotape series as the main components of training parents and teachers to treat children's behavioral difficulties. Children exhibiting externalizing or internalizing behavioral problems who attended Head Start Programs were targeted for this intervention. During the first 2 years of the project, a manual-based program was conducted. The last 3 years of the project involved delivery of the parent-teacher training program through a series of videotapes and accompanying manuals. Children were randomly assigned to either an experimental or no treatment control group. The effectiveness of the intervention within the experimental group was assessed primarily through a pretest-posttest, experimental-control, group repeated-measures design. Direct behavioral observations did not indicate clinically relevant improvements in behavior; however, parents' and teachers' goal attainment reports characterized students as meeting their overall behavior goals. Parents and teachers also reported high rates of treatment acceptability and satisfaction with the manual and videotape treatment programs. Implications are discussed for future research on evidence-based treatments.
Early identification and treatment of children with social-emotional difficulties has been increasingly deemed necessary and important. The Individuals with Disabilities Education Act (IDEA, 1997) stressed the need for preschool and birth-to-age-three programming and mandated both in some states. Emphasis on early identification and treatment are warranted, since early onset social-emotional behavioral difficulties are predictive of school difficulty and behavioral problems later (Bear, Webster-Stratton, Furlong, & Rhee, 2000; Rubin & Stewart, 1996; Webster-Stratton, 1996) . Family characteristics and parenting styles also can increase the risk of a child experiencing internalizing or externalizing behavioral difficulties. Rubin and Stewart (1996) suggest that socially withdrawn children are associated with authoritarian parenting styles and parental overprotection. Children who exhibit more externalizing difficulties, such as a conduct disorder, also are associated with authoritarian and inconsistent parenting styles (Webster-Stratton, 1996) . Parenting skills and styles are only one of the many factors that increase the risk of social-emotional problems in young children and are amenable to intervention.
Traditional formats for training teachers and parents tend to be costly, and there seem to be limited resources available for families in need of such services. Parent-teacher training also can be a time-consuming procedure. Many therapists have time constraints that do not allow them enough one-to-one contacts to implement successfully a comprehensive program. Although a consultation approach can be the guiding organizational format for providing services, an important component of consultation is actually training parents and teachers to use the intervention techniques correctly. This process may be enhanced by providing parents and teachers with intervention materials that can be self-administered, such as treatment manuals and videotapes. Although self-administered materials are abundant and seem like a logical means to offer psychological services, their overall effectiveness in changing client behavior has been researched infrequently (Kramer, 1990; Rosen, 1993) .
Research in the area of adult training to date has focused mostly on parents (Elliott & Busse, 1993) . Within this literature base, various techniques to train parents have been tried. One study in particular combined behavioral consultation with competency-based parent training procedures (Rotto & Kratochwill, 1994) . These researchers focused on developing parent skill acquisition and reducing noncompliant child behavior within the home. Parents were trained to use three different parenting techniques including differential attention, instruction giving, and time-out procedures. Parents were trained using a variety of techniques, including modeling, role playing, self-monitoring, and criterion-referenced mastery learning. Results indicated that the treatment was effective in training parents to use the intervention techniques (parents reached mastery criterion of skill acquisition) and in reducing noncompliant behaviors in their children.
Research also has been conducted within the area of parent training using selfadministered materials, and the results have been promising overall. For exam-ple, parent training manuals 1 have been the main component to teach behavioral strategies to parents to improve their children's specific behaviors, such as homework completion rates (Anesko & O'Leary, 1982) , and videotape modeling has been successful in teaching parents specific behaviors to use in child management, such as time-out procedures (Nay, 1975) . Similarly, the effectiveness of parent training manuals on specific behaviors with little or no contact from the therapist has been researched. For example, parents have been trained via written materials to (a) reduce their children's fear of the dark (Giebenhain & O'Dell, 1984) ; (b) decrease their children's inappropriate mealtime behaviors (Bauman, Reiss, Rogers, & Bailey, 1983; McMahon & Forehand, 1978) ; (c) lessen their children's problematic behaviors during shopping trips (Clark et al., 1977) ; (d) reduce their children's fighting behaviors (Sloane, Endo, Hawkes, & Jenson, 1990) ; and (e) improve their children's homework completion rates (Loitz & Kratochwill, 1994) . In concurrence with the success of the above-mentioned studies, Bernal and North (1978) concluded that parent training manuals geared toward discrete child behavior problems are most likely to succeed in changing the child's behavior, compared with more complex and generalized problems. As a child's behavior becomes more diffuse, the need for professional guidance may need to be increased. Kramer (1990) stated a similar conclusion: "Research has been completed demonstrating that with well-defined, discrete problems, written instructions may assist some parents in improving their skill level" (pp. 687-688).
More encompassing programs for training parents in a variety of skills have also produced promising results in the research literature, especially for conductdisordered children (Breston & Eyberg, 1998) . A comprehensive videotape series developed to train parents in several skills to improve child-parent interactions and child behavior has been developed and researched by Carolyn Webster-Stratton and her associates (see for an overview). Specifically, several studies have been conducted to assess the effectiveness of a videotape parent training program for improving younger children's conduct problems. Overall, the evidence supports the videotape program as effective in helping to improve children's behaviors, compared with a control group (Webster-Stratton, 1990 , 1992 Webster-Stratton, Kolpacoff & Hollinsworth, 1988) , especially when parents attend six or more training sessions .
To illustrate, Webster-Stratton et. al. (1988) used a self-administered videotape parent training program to improve parent-child interactions. They compared the self-administered training format to two other training programs: a group discussion plus videotape format and a group discussion treatment program, in the effectiveness of improving child behavior problems. Each group was also compared to a wait list control group. The investigators reported signif-icant improvements in child behaviors in all three treatment groups, compared with the wait list control group. It is important to note that the mothers also reported using less spanking as a way to control their children's behavior, compared with the control group. Some slight differences were noted between the treatment groups; the group discussion plus videotape group was the only one to decrease parental stress levels and increase praise statements. Also, consumer satisfaction scores and attendance rates were higher for this group. However, the other two programs yielded results similar to the group discussion plus videotape program on other behavioral measures. One of the interesting findings of the study was that the self-administered videotape group demonstrated effective results, comparable to the other two training formats, along with cost-efficient results, involving no therapist time and only half the time for parents (i.e., videotape viewing vs. group discussion).
In a later study, 100 families with children 3 to 8 years of age who exhibited conduct problems were assigned randomly to a self-administered videotape intervention group or a wait list control group (Webster-Stratton, 1992) . The parents in the treatment group watched a series of 10 videotapes based on cognitive social learning theory and read accompanying manuals that outlined the salient aspects of the vignettes on the videotape and provided weekly homework assignments. The videotapes were administered to the parents by a secretary, and the families had no contact with a therapist during treatment. The parents within the treatment group reported an improvement in children's behavior, compared with the control group, and an improvement in parentchild interactions. They also reported using less physical punishment in response to their children's behavior. These positive results were maintained during the 1-year follow up. As illustrated by the Webster-Stratton research, parents can have a significant influence on their children's conduct problems by learning behavioral techniques through a videotape program alone. Because professional time constraints have had an impact on what types of parent training formats can be implemented effectively and efficiently, the research in the area of self-administered, effective parent training has contributed to the applied research base.
In concert with the present study, Webster-Stratton and her associates have implemented video-based interventions with Head Start children. In the first study, Webster-Stratton (1998) implemented a parenting program to prevent conduct problems in 394 Head Start children. A total of nine Head Start centers were randomly assigned to either an experimental condition in which parents, teachers, and family service workers participated in the parenting intervention or a control condition (regular Head Start services). The intervention consisted of the partners' parent training groups in which positive discipline strategies and effective parenting skills were taught. Parents were also taught methods to strengthen their children's social skills and prosocial behaviors. The results of the intervention suggested that mothers at home had fewer critical remarks and commands, less harsh discipline, and were more positive and competent in their parenting, compared with the control participants. Teachers reported that the mothers who received the intervention were more involved in their child's education and the child was more socially competent. Most importantly, children who received the intervention displayed fewer conduct problems, less noncompliance, less negative effect and more positive effect than children in the control condition. Most of the improvements documented were evident 1 year later.
In the Webster-Stratton et al. (2001) study, 272 Head Start mothers (and their 4-year-old children) and 61 Head Start teachers participated in a combined parent and teacher prevention program (Incredible Years, consisting of a 12-session weekly program). A total of 14 Head Start centers consisting of 34 classrooms were assigned to the experimental group where parents, teachers, and family service workers participated in the prevention program or a control group in which the regular Head Start services were provided. The findings indicated that the mothers in the experimental groups had lower negative parenting and higher positive parenting scores than control participants. Moreover, children in the experimental condition had fewer conduct problems at school than control children. Teachers who participated in training demonstrated better classroom management skills than control teachers.
Traditionally, research in the area of adult mediators for treatment of children has focused mainly on parent training formats (Elliott & Busse, 1993) , whereas research in consultation has primarily been conducted with teachers within school settings (Kratochwill, Sheridan, & VanSomeren, 1988; Sladeczek & Heath, 1997) . Using a conjoint consultation model may promote successful interventions by involving both the teacher and parents in implementing similar treatments across settings (i.e., home, school and community), which broadens the focus of the existing research base. Sheridan, Kratochwill and Bergan (1996) focused on outcome research, investigating the effectiveness of conjoint consultation and also reviewing case studies. Based on their review, they concluded that additional consultation with parents and teachers enhances traditional intervention strategies by improving treatment outcomes for students who have both social-behavioral difficulties and academic performance problems. They also noted an improvement in the maintenance and generalization of treatment when using a more comprehensive consultation model, such as conjoint consultation, a finding supported by the research. Recent research on conjoint consultation supports this intervention format with conduct problems (Illsley, Sladeczek, & Finn, 1998) and social withdrawal (Wayland & Sladeczek, 1999) .
In the present study, treatment effectiveness was evaluated and compared between two parent-teacher training formats: a manual-based program and a videotape-based program for reducing children's internalizing and externalizing behavior problems. A conjoint consultation format (Sheridan et al., 1996) was used where parents and teachers were instructed either to read a training manual (the first 2 years of the project) or watch a series of nine videotapes and read the accompanying manuals during the plan implementation phase (the last 3 years of the program). Phase one of the current study used two training manuals developed for internalizing and externalizing behavioral problems. This component of the study was intended to expand the research of the previously mentioned manual-based studies along with the competency-based consultation study conducted by Rotto and Kratochwill (1994) . It was hypothesized that the manualbased treatment program would produce positive results when comparing children's behaviors within the experimental group to the control group. The second component of this study, Phase two, used the same videotape series developed by Webster-Stratton described in the previously mentioned studies. It was hypothesized, similar to the Webster-Stratton studies, that the videotapes would be effective for training parents and teachers to reduce their children's internalizing and externalizing behavior problems. Because of the positive results indicated by Webster-Stratton and her associates, it was also hypothesized that the videotape treatment program would show greater behavioral improvement than the manual-based program. In addition to the features noted above, the current study also expands the current knowledge base by adding three additional features.
First, in concert with the Webster-Stratton et al. (2001) study, the current study involved training teachers along with the parents by using both program formats; observations of the child were conducted within the school setting along with parental reports of home behaviors. A conjoint consultation format was used to include parents and teachers in the videotape training program geared for younger children, specifically, preschool-aged children (3 to 5 years). This component differs from both the Rotto and Kratochwill (1994) and Webster-Stratton (1998) studies in that it includes a teacher training focus. Both of the earlier studies centered primarily on parent training techniques. Second, the current study included children with both internalizing (i.e., withdrawn, depressed) and externalizing (i.e., aggression, noncompliance) behavioral problems. The research conducted by Rotto and Kratochwill (1994) was directed specifically at managing noncompliant behavior. Similarly, the effectiveness of the videotape series (Webster-Stratton, 1998) was studied on conduct-disordered children or children who were exhibiting externalizing behavior difficulties. Thus, the current study enhances the research base by including participants who are exhibiting internalizing behavioral difficulties.
Finally, a consultation format was used and individual consultants were assigned to each child. Consultants provided parents and teachers with the manuals or videotapes and provided only minimal instructions for viewing the tapes or reading the training manuals. However, the consultants were available to provide additional guidance if needed or warranted. This format differs from the Rotto and Kratochwill (1994) study in that the consultant provided direct training on a weekly basis, whereas in the current study the consultants served as minimal contact therapists. The aspect of a minimal contact therapist is more similar to the research described in the Webster-Stratton (1998) studies where the videotapes were self-administered with no contact from the consultants; thus, the treatment group can be compared to the videotape training group described in the Webster-Stratton research.
METHOD Participants
Children. The primary participants involved in this study were 125 preschool children attending a Head Start program who were identified as experiencing significant behavioral problems. The selection process included children who exhibited behavioral difficulties within two domains, either externalizing (e.g., aggressive, noncompliant) or internalizing (e.g., withdrawn, depressed) behavior problems. The Head Start program serves a large number of diverse families; 48% of the families were minorities, including African Americans, Hispanics, Southeast Asians, and Native Americans. Virtually all (96%) of the families also were below the 100% poverty index and 60% were single-parent homes. Of 125 child participants, the average age during the beginning pretreatment stage was 4 years, 4 months. A total of 70% of the participants were male. A total of 54% of the participants were identified as minorities and 78% of the participants came from single-parent homes. The experimental group consisted of 68 participants; 25 received treatment during the first 2 years of the project (manual based) and 43 received treatment during the last 3 years of the project (videotape based). From this group of experimental participants, 62 were classified as having primarily externalizing behavioral problems, whereas only six were classified as having internalizing behavioral difficulties. A total of 21 participants comprised the no treatment control group (the size of this group was reduced substantially as a result of participants dropping out before the post-treatment scores could be obtained). There were insufficient data collected on nine potential participants, seven of whom were determined not to qualify for this study after initial data were gathered on these individuals. Table 1 provides a description of participants by group. Note. Qualifying participants were randomly assigned to the Experimental or Control group via a coin flip.
Consultees. Both teachers and parents served as consultees in this project. Teachers were recruited from Head Start based on referrals and initial screening information. Parents were invited and encouraged to participate in the consultation process. The parents were contacted initially through their child's Head Start teacher and then by the consultant. A total of 36 Head Start teachers participated in the project; many of them serviced more than one student during the course of this project and some participated in this project with up to 10 different students. Of the 36 Head Start teachers, only two of them were male. However, the male teachers participated as consultees in 14 of the cases completed in this project.
Consultants. The consultants for this study were 17 advanced graduate students in the School Psychology Program at the University of Wisconsin-Madison. A total of 59% of the consultants were female, and all of the consultants were Caucasian. Consultants were trained in consultation through a federally funded training and research project and had provided consultative services to teachers having difficulties with children's academic and behavior problems in the classroom. The consultants also had experience working with minority families or with lower socioeconomic status families within the Head Start system.
Data Collection Methods
The frequency of administration for specific assessment measures is provided in Table 2 . Baseline data were obtained to document parent and teacher perceptions of the child's behavioral problem or social skill difficulties. Effect sizes were calculated from the observations of target behaviors. Specifically, effect sizes were obtained by subtracting the mean of the treatment phase observations from the mean of the baseline phase and dividing by the standard deviation of the baseline. All effect sizes were converted to a positive sign (+) if the effect of the treatment "improved" the target behavior (i.e., either an increase in behavior or a decrease in behavior). When there was no variance within the baseline data, a decision was made to combine the baseline and treatment data to determine the standard deviation. Each child's target behavior(s) and level of social engagement were measured repeatedly throughout the intervention phases and were enhanced by multiple observers (i.e., parents, teachers, and observers) and multimethod assessments (i.e., behavioral interviews, rating scales, checklists, and observations).
Child Behavior Checklist. The Child Behavior Checklist (CBCL; Achenbach, 1991a) is a 138-item behavioral rating scale designed to be completed by parents of children between the ages of 4 and 18 years. Administration of the CBCL is straightforward and takes approximately 15 to 20 minutes to complete. Separate norms are available for males and females at ages 4 to 5, 6 to 11, and 12 to 18 years. The CBCL consists of two different scales: the Social Competency Scale and the Behavior Problems Scale. Substantial evidence for the reliability and validity of the CBCL scores as used in this study is provided in the test's Technical Manual.
Teacher' s Report Form. The Teacher's Report Form (TRF; Achenbach, 1991b ) is a scale intended for teachers to complete to describe children's behavior relative to their same-age peers. The TRF is modeled after the CBCL and consists of 118 items related to behavioral problems seen within the school. Two broad band factors are also included on the scale that parallel the CBCL, "externalizing" and "internalizing" syndromes. The TRF Test Manual adequately provides reliable and valid evidence for its use as a measure of children's problem behaviors. Test-retest reliabilities ranging from 1 to 4 weeks between ratings were reported to be .90 to .92, and numerous concurrent and predictive validity studies document its validity in identifying students experiencing emotional and behavioral difficulties.
Social Skills Rating System-Parent and Teacher Forms. The Social Skills Rating System-Teacher Form (SSRS-T; Elliott, Barnard & Graham, 1989; Elliott, Gresham, Freeman, & McCloskey, 1988; Gresham & Elliott, 1990 ) and the Social Skills Rating System-Parent Form (SSRS-P; Gresham & Elliott, 1990) are 40-and 49-item rating scales, respectively, at the preschool level. Both scales measure how often a particular social behavior occurs (e.g., never, sometimes, or very often) and how important the parent or teacher views the behavior. The SSRS also provides a problem behavior scale that investigates behavioral problems within the externalizing and internalizing domains. Both the parent and teacher scales have strong psychometric properties. Internal consistency and test-retest reliability have been demonstrated as being adequate to high (Demaray et al., 1995) . Goal attainment scaling. Goal attainment scaling (GAS) is a method for quantifying the progress made on a specific target behavior to facilitate monitoring of the treatment program. Reliability studies on the GAS have revealed high interrater reliability scores (product-moment correlations of r = .87 to r = .99) and lower reliability estimates when scoring on different occasions, which is expected when using an instrument to measure change (Kiresuk, Smith, & Cardillo, 1994) . Kiresuk et al. (1994) recommended that the GAS as a measure of change induced by a treatment should not be used as an outcome measure alone.
Goal attainment scales for this study consisted of 5 points, ranging from the worst possible behavior change (-2) to the best possible behavior change (+2). A score of zero indicates no change in the target behavior. Teachers and parents identified a specific goal during the Problem Analysis Interview and were asked to complete the GAS on a weekly basis. The mean of the last two or three GAS scores was used as the final GAS score for each case. This method of reporting GAS scores appears to be most accurate, since most cases would not be expected to reach their stated behavioral goal until treatment was completed or at least implemented. For purposes of data analyses, GAS scores were converted to a scale ranging from +1(-2) to 5(+2).
Treatment integrity checklists. During the first 2 years of the project, treatment integrity data were collected for most, but not all, cases and were reported in percentages. Treatment integrity data were collected for all cases during the last 3 years of the project. These checklists outlined the elements of the videotape-based treatment program and helped in the assessment of whether the treatment program was completed as designed: fully, partially, or not completed. Consultants used this self-report format to facilitate communication about the program with parents and teachers and to monitor their progress throughout treatment.
Responding to Children' s Behavior Checklist. Responding to Children's Behavior Checklist (RCB) is a 17-item scale that examines different parent and teacher responses to children's appropriate and inappropriate behaviors. This scale was adapted from the work of Webster-Stratton (1992) and used as an indicator of changes in parent and teacher behaviors toward their children before and after viewing the videotape series. Because parent and teacher behaviors were not being monitored directly, this self-report indicated behavioral change in the consultees. To date, the only published technical data on the RBC are those in Webster-Stratton's (1992) article. The RCB has good evidence for its reliability.
Treatment Evaluation Questionnaire-Parent and Teacher Form. The Treatment Evaluation Questionnaire-Parent and Teacher Forms (TEQ-P and TEQ-T, respectively) consists of 24 items that evaluate the acceptability, appropriateness, and predicted effectiveness of a specific treatment using a 6-point scale.
This scale was adapted from the Treatment Evaluation Inventory (TEI; Kazdin, 1980) and developed to assess the reported effectiveness of the treatment by the teacher and the parent. Items on the original TEI were chosen through the process of factor analysis replicated across separate samples (Kazdin, 1980) . Some researchers have suggested that different treatments vary in terms of acceptability and that the TEI can differentiate between these interventions (Kazdin, 1980; Kazdin, French, & Sherick, 1981) . Three subscales were calculated from the TEQ, which consisted of a measurement of treatment acceptability, effectiveness, and amount of time. On the teacher scale, the Acceptability scale included items 1 to 14, the Effectiveness scale included items 15, 17 to 18, 20 to 24, and the Amount of Time scale included items 16 and 19. On the parent scale, the Acceptability scale included items 1 to 11, the Effectiveness scale included items 12, 14 and 15, 17 to 21, and the Amount of Time scale included items 13 and 16. Kazdin (1980) has provided good evidence of the TEI's reliability and factor structure. It has been used in hundreds of studies and reflects accurately consumers' attitudes about treatments.
Parent-Teacher Consultation Services Questionnaire. The Parent/Teacher Consultation Services Questionnaires (PCSQ and TCSQ, respectively) were developed to assess parent and teacher levels of satisfaction with the consultation program. Specific questions reflecting attitudes toward consultation, the consultant, and the treatment were addressed using a 7-point scale. Items for the PTCSQ and TCSQ were adapted from the Parent's Consumer Satisfaction Questionnaire (Forehand & McMahon, 1981) and the Consultation Services Questionnaire (Zins, 1984) . Unfortunately, there are no psychometric data currently available on the PCSQ and the TCSQ.
Conjoint Consultation Interviews
The stages of consultation were the guiding format for this study, which included four phases: problem identification, problem analysis, treatment implementation, and treatment evaluation. The conjoint interviews were conducted during the problem identification and treatment evaluation phases. During the problem analysis phase, the manual or videotape series was introduced to the teacher and parents instead of conducting the standard problem analysis interview. Specific objectives for the two interviews were developed by Kratochwill and Bergan (1990) and were modified to include questions directed toward the home and school environments (Sheridan & Kratochwill, 1992) .
The Problem Identification Interview (PII) was conducted with each parent and teacher to specify the target behavior(s) and to discuss the daily data collection procedure. During the problem analysis and treatment implementation phases, the parents and teachers were introduced to the method of treatment; the manual was discussed and given to the parents and teachers during the first 2 years of the project; and the videotape series was given to the parents and teachers during the last 3 years of the project. Teachers and parents identified a spe-cific goal during the problem analysis interview and were asked to complete the GAS on a weekly basis. Completing the GAS facilitated the development of realistic goals and allowed development of a progress monitoring system that was directly linked to the stated goal. During the treatment implementation phase, parents and teachers were instructed to read the manuals or view the videotape series and to implement the child management procedures explained in them. Finally, the TEI was conducted to determine the effectiveness of the consultation program on improving children's social skills and behaviors.
Procedure
Settings. Most interviews were conducted within the Head Start sites or within the parents' homes. Parents and teachers were provided videotapes to view within their homes or at the Head Start sites. Observations were conducted within the Head Start classrooms.
Screening. Children qualified for consultation services by obtaining scores on the initial screening measures that indicated a significant behavior or social problem (at least one standard deviation from the mean) on the CBCL, TRF or SSRS-P/T and through teacher referral. The children were then assigned randomly to a treatment group or no-treatment control group.
No-treatment control group. Consultants conducted an initial PII with all children to identify target behaviors for monitoring within the classroom. These children were referred for alternative services within the community.
Treatment group. Treatment consisted of either a manual-based program or a videotape series on various parenting techniques used for a variety of problem behaviors. The manual-based approach was used during the first 2 years of the study. The manual-based approach consisted of using one of two manuals that focused on either externalizing behaviors (i.e., conduct problems) or internalizing behaviors (i.e., withdrawal, poor social skills). The child's identified target behavior or problem area was matched with one of the two manuals. The manuals presented various behavioral techniques to use with preschool children. Various components in the manuals consisted of setting behavioral goals, rewarding of positive behaviors, ignoring techniques, using time-out procedures, differential attending techniques, etc. (see Table 3 ). Parents and teachers were instructed to read the manuals and implement the procedures outlined in the manuals. Consultants were available for questions; however, the manual treatment generally was considered self-administered.
During the last 3 years of the project, a videotape series with accompanying manuals was distributed to the parents and teachers involved in the study. The videotape program, developed by Webster-Stratton, consisted of nine different videotapes teaching parenting skills in four different areas. The videotape categories are listed in Table 4 .
The first program presented to parents is called the Play Program and consists of two videotapes. The videotapes focus on attending to child-directed play and (1998) ; however, note that a group format was not used within this study. After a parent and teacher completed the manual-based treatment or the videotape series, a TEI was conducted. At this point, data were reviewed and it was determined whether the treatments were effective in changing the child's behavioral difficulties.
Consultants generally served three roles throughout the consultation process. First, they collected information about the child's problem through the interviews and various checklists and monitored progress through the programs for both the parents and the teachers. Second, they distributed the appropriate manuals and videotapes to both the parents and teachers. Third, they provided needed support for both the teachers and parents regarding the various treatments. Consultants answered questions about the treatments and helped clarify issues regarding the manuals and videotapes. The role of the consultants in this study can be compared to the consultants who served as minimal contact consultants in the Webster-Stratton study (1990) . In that study, the consultants answered questions that families had about the videotape series but did not take an active role in providing training.
Reliability Checks
Observers. Observers were trained to use a systematic observational system developed for the parent/teacher intervention project. Specifically, the observers were trained to use a 20-second interval recording method that allowed assessment of either positive, neutral, or negative social engagement and specific target behaviors. Observers were trained until they reached 80% interrater agreement, determined by dividing the number of similarly coded intervals by the total number of intervals multiplied by 100. Interrater reliability was maintained at an average of 92% through the 5 years of the research project. Particular target behaviors were determined during the initial consultation interview with both the treatment and no-treatment control groups, and the consultants shared the definition of the target behavior with the observers. The observers were blind to the status of the experimental groups.
Experimental Design
This research study involved single-case and between-group outcome research design strategies. The primary research design was a pretest-posttest, experimental-control group, repeated-measures design. The independent variable in this study was parent and teacher training via the manual-based or videotapebased series, which was the treatment used during the treatment implementation phase of behavioral consultation. The dependent variables were the children's behavioral outcomes (i.e., behavioral observations and parent and teacher checklists). Evaluation of the two treatment methods occurred through the consideration of the following parameters: (a) treatment integrity, (b) treatment effectiveness, and (c) treatment acceptability and social validity (Shapiro, 1987) .
Treatment integrity. Treatment integrity data were collected through teacher and parent self-report for the first 2 years of the project, and during the last 2 years of the project parents and teachers completed integrity checklists related to the video program. These data are reported qualitatively and descriptively.
Treatment effectiveness. The primary analyses for treatment effectiveness involved the pretest-posttest, experimental-control group, repeated-measures design. Specifically, the pretests and posttests (i.e., CBCL, TRF, SSRS-P and the SSRS-T) were analyzed through a multivariate analysis of covariance (MAN-COVA), with the pretests serving as the covariate. Standard scores from the SSRS were used within the MANCOVA. However, due to an error in the administration of the CBCL and TRF, z-scores were used in place of standard scores for the CBCL and TRF (inadequate norms were available for 17 cases because of the young age of the students involved in the program). These same pretest and posttest self-report measures also were analyzed through a single-case research design technique referred to as a reliability of change index (RCI; Gresham & Noell, 1993 ) (pretest minus posttest divided by the standard error of measurement for the given measure). A RCI of ± 1.96 is considered statistically significant (p < .05).
The two treatment groups also were compared using a multivariate analysis of variance on the GAS and effect size data. Finally, frequency data from the RCB pretests and posttests were analyzed (these data were not available for the manual treatment group).
A deviant case study analysis was conducted to describe both quantitative and qualitative information regarding two different cases: one that appeared successful and one that appeared unsuccessful, based on convergent evidence scaling. Convergent evidence scaling included examining parent and teacher outcome measures (i.e., RCI score and GAS) and the direct observation data (i.e., effect sizes) from individual cases, and then comparing the results to indicate overall positive, negative, or mixed results. The cases were chosen from all cases receiving some form of intervention (e.g., manual or videotape).
A MANOVA was conducted on the TEQ data to compare treatment groups (manual vs. videotape). The results of these questionnaires also were reported qualitatively. Treatment acceptability and social validity. Treatment acceptability was analyzed on the TEQ for both parents and teachers. A MANOVA was conducted for parents and teachers for manual and videotape treatment groups. To evaluate the social validity of the methods and treatment outcomes of this study, an analysis of variance (ANOVA) was conducted on the Parent/Teacher Consultation Services Questionnaire to compare the satisfaction level between treatment groups (manual vs. videotape). In addition, results of this questionnaire were reported qualitatively by discussing features of item responses.
RESULTS
Rating scales and questionnaires were scored and data were entered by several advanced graduate students involved in the consultation project. A reliability check was conducted on 20% of the data. We obtained a level of 97% agreement before the data were analyzed. Several areas that were considered important or crucial to the outcome of the project were fully (100%) checked to ensure accuracy. Table 5 presents the number of cases, means, and standard deviations for the parent report measures (CBCL, SSRS-P) by group. Within the group design format, MANCOVA was used to evaluate treatment outcomes based on self-report measures. Two statistical checks were made to determine whether covariance was appropriate. First, it was determined that there was indeed a significant relationship between the dependent variables and the covariates (i.e., pretests and posttests). A second check also was conducted to ensure that the homogeneity of the regression hyperplanes was tenable. Using the pretest scores as the covariate, the MANCOVA revealed no significant effect for the analysis on parent self-report measures. There were no significant differences found between the adjusted population mean vectors, F(2,43) = .90, p < .48. The multivariate F score corresponds to Wilks' . One possible reason that significance was not found between groups was that the statistical power was low (.34) because of small group sizes and large variance. Thus, the chances of correctly rejecting the null hypothesis just exceeded three of 10.
Treatment Effectiveness
The MANCOVA revealed no significant effect for the analysis on teacher self-report measures (e.g., TRF, SSRS-T), F(2,60) = .69, p < .65; again the multivariate F score corresponds to Wilks' . Table 6 presents the number of cases, means, and standard deviations for the teacher report measures by group. Statistical power was low (.27) because of small group sizes and large variance.
Single-case research design methods were used to analyze further the data obtained from parent and teacher self-report measures. Specifically, the RCI was used to determine the effectiveness of the intervention (Gresham & Noell, 1993) by using pretest and posttest self-report measures (i.e., CBCL, TRF, and SSRS). The RCI was calculated using the pretest and posttest measures for each individual case.
As indicated in Tables 7 and 8 , the RCI for scores on the CBCL shows parent pretest and posttest measures demonstrating overall behavioral improvement in 75% of the cases in the manual group, compared with 37.5% improvement in the control group. Slight differences were noted between the videotape treatment PARENT-TEACHER TRAINING 285 group and the control group on the CBCL, with 41.9% improvement compared to 37.5% improvement, respectively. It should be noted, however, that 62.5% of the control group appeared to worsen. In contrast to the parent report measures, teacher report measures indicated only slight differences between groups on the overall behavior scales, with the manual group reporting the greatest improvement (i.e., SSRS-Problem Behaviors; 47.4% improvement). Behaviors also appeared to have deteriorated within the control group more frequently than in either treatment group. Specifically, on the TRF, 42.9% of behaviors became worse in the control group versus 31.6% in the manual group and 17.1% in the videotape group. The teachers did rate overall improvement in social skill development after both treatments in comparison to the control group: 36.8% improvement in the manual group, 20.5% improvement in the videotape group, but only 12.5% improvement in the control group.
Behavioral observation data and parent and teacher reports of goal attainment also were used to determine treatment effectiveness. Tables 9 and 10 provide summaries of the effect size and GAS scores by treatment group. Effect sizes were calculated for 61 cases and ranged from -3.46 to 3.00 for the manual treatment group and -3.32 to 3.53 for the videotape treatment group, yielding mean effect sizes of -.08 and .05 for each group, respectively (see Table 9 ). Based on the binomial sign-test model, a 95% one-tailed confidence interval for the median effect size is > -1.32. These results indicate that statistically, most of the case outcomes were positive for both groups. However, the actual improvement in behavioral outcomes was low, when looking at the overall group mean scores for various behaviors from pretreatment to posttreatment (see Table 9 ). One area of exception appears to be the catch-all category of "other" behaviors, which appeared to improve moderately overall within the manual-based treatment group. The "other" category includes such target behaviors as participating, being on task, and joining a group.
Parental reports of goal attainment were positive overall; 75% of the parents in the manual group and 95.5% in the videotape group reported progress toward goal attainment. Teachers reported progress toward goal attainment in 60% of their manual group cases and 73.1% of their videotape group cases. It should be noted that 30% of the manual group cases were rated by the teachers as not making progress toward reaching their goal, whereas 15.4% of the teachers indicated this outcome in the videotape treatment group. These results were further analyzed using a MANOVA, which indicated no significant group effect for the effect size data or reported GAS for teachers or parents, F(1,22) = .84, p < .52.
Treatment Acceptability and Social Validity
On the TEQ, parents and teachers for the manual and videotape treatment groups reported overall high scores on all three subscales (i.e., treatment acceptability, effectiveness, and time) (see Table 11 ). A MANOVA revealed no significant group effect for the parents' perception of treatment effectiveness, F(1,24) = .86, p < .48. Similarly, on the teachers' report of treatment effectiveness, a MANOVA indicated no significant group differences, F(1,33) = .55, p < .65. Overall high scores also were obtained on the parent and teacher Consultation Services Questionnaires, indicating that both consultees reported the consulta-290 KRATOCHWILL ET AL. Note. Goal attainment score data were converted to all positive scores for the purpose of data analysis. Thus, a score of 3 represents a 0 on the -2 to +2 ratings. tion treatments (both manual and videotape) to be helpful programs. Using the overall score for this measure, an ANOVA indicated no significant effect between the treatment groups on the parent questionnaire, F(1,20) = .39, p < .53. The same test did not indicate a group effect for the teacher questionnaire, F(1,43) = .53, p < .47.
Frequency data are presented in Table 12 regarding parent and teacher responses to the RCB, assessing children's behaviors before and after the videotape treatment. Overall, it appears that parents and teachers reported little change in the frequency of their responses to children's behaviors. A t-test for paired samples was used to analyze the overall scores for responding to children's positive behaviors (obtained from mean scores of the six items on the RCB that focus on positive behaviors.) There were no significant differences found between the parent responses on the pretest and posttest measures, t(15) = -.73, p < .48; and there were no significant differences found between the pretest and posttest teacher measures, t(19) = .68, p < .51. Although there were no significant differences found between the pretest and posttest RCB measures, it is interesting to note some of the changes that may have clinical significance. For example, although 11 parents responded that they frequently raised their voices at their child during the baseline stage, only two parents reported frequent raising of their voices after viewing the videotapes. Many teachers also reported a decrease in raising their voices to control student behaviors. Parents reported that they threaten punishment less often after viewing the videotapes and participating in the program. Also, teachers reported an increase in the use of physical praise (i.e., hugs, patting back) toward children's appropriate behaviors.
Treatment Integrity
During the first 2 years of the project, treatment integrity was reported in percentages; 11 parents and nine teachers reported 69% compliance with the treatment program and activities, which is a moderate level of compliance. During the last 3 years of the project, parents and teachers who completed the integrity checklists reported overall high treatment integrity scores. They reported watching most of the videotapes and participating in most of the treatment suggestions. It was hypothesized that high treatment integrity scores would correlate strongly with effect size scores from the direct observations of the target behaviors. Using a Pearson correlation coefficient, the correlation between the parent integrity score and the effect size for the first target behavior and second target behavior was low, .15 and .28, respectively. Only two cases were represented for the examination between teacher integrity scores and the effect sizes for the first target behavior. On the case where there was reportedly high treatment integrity, the effect size demonstrated a positive behavior change, whereas on the case with low teacher treatment integrity, the effect size suggested a deterioration in the target behavior through treatment. 
Case Analysis
Based on convergent evidence scaling, case 107 was considered to be an unsuccessful case regarding observed behavior change and teacher report of behavior change, whereas case 72 was a successful case when looking at both observed behavior change and parent and teacher report of behavior change. Both cases appear to be similar in that they were involved in the videotape intervention program and the students were of the same gender. However, there was documented information regarding participation in the program by the parent of case 72, and a lack of participation by the parent in case 107. Case 107 was initially referred because of behavior difficulties in the home environment, specifically uncooperative behaviors and lack of self-control (e.g., throwing objects and hurting others). After the pretests were rated by the teacher and parent, case 107 began to have more behavioral difficulty within the school environment, also including a "loss of self-control." The parent agreed to let the teacher participate in the program and develop an intervention plan but did not watch the videotape series or participate herself. The teacher's plan emerged from the knowledge learned and demonstrated in the videotapes and included a behavior chart with stickers used as rewards. Case 107 exhibited more cooperative behavior than another comparison peer observed within the classroom, but his "loss of self-control" was seen at a greater rate than other comparison peers. The effect size for the target behaviors of cooperation and loss of self-control was negative, indicating a deterioration in both observed behaviors from pre-to post-treatment. The teacher reported that the goal of the intervention was moderately effective, based on her perception and experiences. Case 107 also appeared to have more behavioral problems at school toward the end of treatment versus the beginning of treatment. Both of the teacher's pretest and posttest behavior checklist measures, TRF and SSRS-T, indicated that the student's overall behavior became significantly worse from pre-to post-treatment. Case 72 was determined to be successful after treatment. The student's behaviors were seen to have improved from pre-to post-treatment. The teacher and parent referred this student because of noncompliant behaviors that were occurring across settings. Both the parent and the teacher participated in the intervention program. The target behaviors chosen for the intervention were noncompliant behaviors. Case 72 demonstrated statistically and clinically significant improvements on the target behavior of "noncompliance" as determined through effect sizes of the classroom observations. Both the parent and teacher also reported improvement through GAS. Finally, both the parent and teacher reported significant improvements in overall behaviors, and the mother indicated a significant improvement in social skills, as determined through pretest and posttest behavioral checklists.
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DISCUSSION
It was hypothesized that parents and teachers would report greater improvement of students' behaviors on the posttests within the experimental groups (manual and videotape), compared with the control group, and that this improvement would be statistically greater within the videotape group versus the manual group. It was also predicted that both treatment groups would demonstrate improvement in students' target behaviors by measuring both the effect sizes of the direct observations and the GASs completed by teachers and parents. Again, the videotape treatment group was predicted to have better outcomes on both measures, compared with the manual treatment group. These predictions were based on past research conducted by Webster-Stratton and her associates (WebsterStratton, 1992 (WebsterStratton, , 1998 Webster-Stratton & Hancock, 1998; ), who reported strong success rates on similar measures in a study conducted with videotapes administered to parents of younger children. This research also extended the work of Webster-Stratton through use of a formal process of consultation that was relatively standardized (i.e., consultation outlined by ) and the focus of teacher training. Finally, the research involved an extension of the Rotto and Kratochwill (1994) study in that the manual-based treatment was implemented in a self-administered format, rather than with formal direct parent training.
In the current study, parent and teacher report measures were also used to evaluate treatment outcomes through both a group design format and single-case study methodologies. In the group design method, no significant difference was found between groups on the parent and teacher self-report measures of students' behaviors and social skills. As noted in the Results section, the statistical power to obtain significance was low because of small group sizes and large variance (Kazdin, 1998) . Participant dropout from the control condition especially reduced power for that group.
The RCI was used to determine the effectiveness of the interventions through parent and teacher reports. The RCI indicated that on the problem behavior scales, the manual group improved the most compared with the videotape and control groups, on both the parent and teacher pretest and posttest measure; in contrast, the videotape group demonstrated only slight improvement from the control group on the parent problem behavior measures.
It is interesting to note the deterioration of behaviors in each group and in which groups the parents and teachers rated the students' behaviors as significantly worse from pretest to posttest. On the parent and teacher measures, more students' behaviors were reported as deteriorating in the control group from pretest to posttest versus the treatment groups. On the parent measures, the manual group was rated as having the least number of behavior problems worsening, whereas in the teachers' responses the videotape treatment group reported the least number of behaviors deteriorating from pretests to posttests.
On the parent and teacher pretests and posttests there appear to be mixed results where the MANCOVAs revealed no significant results between groups and the RCI data indicated differences between the groups. As stated above, the group analysis was not sensitive enough to detect differences between the groups, possibly because of small group size and large variance. However, when analyzing the data through single-case methods, smaller differences between the pretest and posttest data were apparent. Both treatment groups demonstrated improved behaviors within more cases when compared with the control group; the manual treatment group reported the greatest number of behavioral improvements. It is also important to note that the RCI data indicated the control group had more cases that experienced a deterioration in behaviors compared to the two treatment groups, with the manual group demonstrating the least number of cases with worsening behaviors. Finally, the RCI data indicate an improvement in social skill usage in both treatment groups, compared with the control group. Overall, the evidence indicated by the RCI data shows that the treatment groups were more effective than the control group on broad-based, pretest and posttest measures, with the manual group demonstrating the most success in behavior improvement.
In comparison with the previous parent training research (Webster-Stratton, 1992 Webster-Stratton & Hancock, 1998; , results supporting treatment effectiveness were less robust. The Webster-Stratton research found significant group effects on the mother (and father) self-report measures between a videotape treatment and control group. Webster-Stratton (1998) also found positive outcomes with her Head Start parent and child sample, and she found strong effects when parents, teachers, and family service workers participated in the Incredible Years prevention program. Again, it should be emphasized that the group size in the current study was significantly smaller than in the Webster-Stratton research generally and the Head Start research specifically; thus, treatment effects were difficult to detect statistically in our work. Still, the single-case study data appear to support positive outcomes for the treatment groups, compared with the control group, which is similar to the Webster-Stratton conclusions and some other parent outcome research (Miller, 1998) .
Treatment effectiveness was investigated further by using behavioral observation data and goal attainment scores. Direct observation data were analyzed using the effect sizes of the target behaviors. Although statistical results were positive, overall behavior change for both treatment groups was low. In contrast, goal attainment scores demonstrated more positive results, with 95.5% and 75% of parents reporting significant improvement in target behaviors in the videotape and manual groups, respectively. Teachers indicated goal attainment in 60% of cases in the manual group and 73.1% of cases in the videotape group. There were no statistically significant differences found between the manual-based and videotape-based treatment groups on either the effect size or the GAS data.
The results obtained from the GAS and effect size data, both of which are measurements of the specific target behaviors in each case, appear to be conflicting. Parents and teachers reported 60% to 95% improvement in target behaviors through GAS data within both treatment groups; however, the effect size data indicated little improvement. Although the parents and teachers could be biased observers (i.e., they were participants and not blind to the conditions of the study), they also had observed the students' behaviors over a greater amount of time. Conversely, the effect size data were calculated from the direct observation data of the target behaviors, where independent observers would collect data within 30-minute segments. This difference in the amount of time observing the students' behaviors could be one reason for the conflicting results. Also, some of the behaviors that were to be assessed (e.g., aggression, tantrums) were not possible to sample during the observation sessions. Finally, direct observation data were not collected in the home settings.
Although the previous Webster-Stratton research studies did not include GAS, it did include a direct observation component in the home. In the Webster-Stratton work, home observations were typically conducted for two 30-minute intervals during each assessment period. In the current study, more observations were conducted during each assessment period but were completed only within the classroom environment. Because of these factors, it is impossible to compare the studies on this variable.
Treatment acceptability and social validity were other areas examined in this study. It was predicted that the parents and teachers would report that both programs were effective, acceptable and satisfactory overall, and that the videotape program would receive better scores compared to the manual-based program.
Parents and teachers reported high scores within both treatment groups on the treatment effectiveness questionnaires (e.g., TEQ-P, TEQ-T) and the consultation satisfaction questionnaires (e.g., PCSQ, TCSQ). Thus, both teachers and parents reported overall high levels of program effectiveness, acceptability, and satisfaction.
Responding to Children's Behavior Checklist (RBC) was used specifically to measure parent and teacher responses to the students' behaviors from a pre-to post-treatment format through a self-report measure adapted from the WebsterStratton (1992) research. It was predicted that both parents and teachers would demonstrate positive behavior changes in how they responded to their children's behaviors. Although there were no statistically significant differences noted between pretests and posttests on the RCB, parents and teachers did respond differently to specific questions. Some behaviors of clinical significance include an increase in teacher's use of physical praise and a decrease in parents using threats or raising their voices to control their child's behaviors. Similar results were obtained in the Webster-Stratton research; mothers reported less use of spanking, time out, and targeted negative behaviors, and they reported increased observations of prosocial behavior. However, the Webster-Stratton research compared the mother's self-report of behaviors between the treatment and control group; whereas in the current study, comparisons were made between pretest and posttest behaviors.
Finally, it was hypothesized that the level of treatment integrity would have a positive influence on behavior change, as measured through effect sizes of the direct observational data. Of the teachers and parents that completed the checklists, treatment integrity was moderate to high. Of course, the participants that completed the checklists were probably the ones who complied with most of the treatment conditions, thus potentially biasing the results. The correlation for parent treatment integrity data, compared with the direct observation effect sizes, was small. In summary, this research project involved an investigation of the effectiveness of self-administered parent and teacher training materials by providing a comparison study to the manual-based research of Webster-Stratton (1996) and Rotto and Kratochwill (1994) . By broadening the research questions, information for consultation research and practice was provided to address some of the recent pleas for more consultation outcome research in school psychology (Noell & Witt, 1996) .
Research in consultation has primarily been conducted with teachers within the school setting (Sheridan & Kratochwill, 1992) ; whereas research in the area of adult training has focused mainly on parent training formats (Elliott & Busse, 1993) . This research project enhanced the existing research base by using a conjoint consultation model, which involved the teacher and parents to implement similar treatments across settings (i.e., home, school, and community). This component differs from both the Rotto and Kratochwill (1994) and some Webster-Stratton research. Earlier studies centered primarily on parent treatment techniques, although the Head Start studies did involve teachers (Webster-Stratton, 1998; . At the conceptual level, it was expected that the conjoint focus would have added treatment strength to the intervention protocol. Unfortunately, involving both parents and teachers in the treatment did not seem to have a strong impact on child behavior.
The current study also included children with both internalizing (i.e., withdrawn, depressed) and externalizing (i.e., aggression, noncompliance) challenging behavior problems. The research conducted by Rotto and Kratochwill (1994) was directed specifically at managing noncompliant behavior. Similarly, the effectiveness of the videotape series (Webster-Stratton, 1996) was studied on conduct-disordered children or children who were exhibiting externalizing behavior difficulties. Thus, the current study enhances the research base by including participants who are exhibiting internalizing behavioral difficulties, although the research did not show an impact of the treatment (possibly because of the low number of identified cases).
Several shortcomings and limitations were present in the current research. Although the participants were randomly assigned to a treatment or control group, the two treatment groups were not randomly assigned because of the timing of the comparisons (i.e., the manual-based treatment group consisted of participants from the first 2 years of the project, whereas the videotape-based treatment group were participants from the last 3 years of the project). The decision to change treatments after the second year of the project was because of the knowledge of a successful study using similar training techniques on a comparable population (Webster-Stratton, 1996) , with research involving a self-administered format with "minimal therapist contact." Because the two treatment formats were used during different years, it is difficult to compare their results. Many unknown variables could certainly influence the overall outcomes of the treatments within any given year. Thus, in future research endeavors, it would be beneficial to assign participants randomly to all treatment conditions. Another limitation of the current research was the large amount of participant dropout from the control condition, therefore resulting in missing data and reduced sample size. Many checklists were not completed or returned from the participants in the control condition. Although we have no evidence that would cause us to believe that participants who dropped out of the control were any different from those who remained in the study, the differential attrition is a possible source of bias that limits the conclusions in this research.
The results of the present study generate a number of questions for future research. In comparison with the Webster-Stratton and associates' research (Webster-Stratton, 1998; , this study reported modest results. It would be interesting to examine the various conditions for successful behavior change in consultation research, such as level of parent involvement, level of education, socioeconomic status, etc. This is an area already investigated by Webster-Stratton (1992) to determine which variables were related to treatment outcome. Webster-Stratton (1992) has already investigated some of these variables along with other predictors, such as level of parent depression, number of negative life experiences, and marital status.
Further investigation should be conducted on self-administered training programs for students who exhibit internalizing behavioral problems. Although this was an intended area of investigation for this study, the lack of identified participants made it difficult to compare results. Perhaps a single-case research design format may be more conducive for this type of research because of the underidentification of these behavioral issues in our schools. Continued linking of school-and home-based interventions for children is also warranted (Sheridan & Kratochwill, 1992) . Investigating similar formats that can be used easily by parents and teachers and that are "consumer friendly" and effective for behavioral improvement are other areas of important research.
